Chronic pelvic pain (CPP) is not a disease but a complex multidimensional syndrome. Although any one disorder may be the cause of CPP, pain can also be the end result of several medical conditions, with each contributing to the generation of pain and requiring management.
INTRODUCTION
Chronic pelvic pain is defined as pelvic pain that persists in the same location for greater than 6-month duration, causing functional disability or requiring treatment. 1 Taking a detailed medical history, the nature, frequency and site of the pain and its relationship to precipitating factors, menstrual and sexual history are essential for making a diagnosis. Discrete inquiry about previous sexual trauma may be appropriate. Chronic pelvic pain in urological and gynecological practice is often complex and difficult to treat. In 30% of the cases, no cause is ever determined and this presents a therapeutic challenge and a source of frustration for both the patient and clinician. 2 The prevalence of CPP ranges from 4 to 6%, but only about one-third of women with chronic pelvic pain (CPP) seek medical care. 3 
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Etiology
The major sources that contribute to pelvic pain are as follows:
• Gynecological • Mental health issues
Conditions associated with chronic pelvic pain in women are shown in Table 1 . 1 Some important gynecological causes are discussed below: i.
Endometriosis: It is the most common diagnosis made at the time of gynecological laparoscopy for the evaluation of CPP. Overall, about one-third of women who undergo laparoscopy because of CPP are diagnosed with endometriosis; however, in practices specializing in the treatment of endometriosis, 70% or more of patients with CPP are given this diagnosis. 
Evaluation of CPP
On the first visit, a thorough pain history should be performed, taking into consideration the nature of each pain symptom. Pain history of mnemonic is given in Use of the International Pelvic Pain Society's form facilitates obtaining the history and performing the physical examination. Asking the patient to complete a pain map can also be helpful for localizing pain.
The goal of the evaluation is to identify tender areas, correlate these areas with the patient's pain map and determine whether the pain produced on examination represents her CPP.
Laboratory testing is of limited value in evaluating women with CPP. A complete blood count with differential count, erythrocyte sedimentation rate, urinalysis, testing for chlamydia and gonorrhea infection and a pregnancy test to exclude pregnancy.
Pelvic ultrasound is highly sensitive for identifying pelvic masses and determining the origin of the mass (ovary, uterus, fallopian tube).
Magnetic resonance imaging (MRI) is obtained in some cases to define better, an abnormality suspected by sonography 9 and for diagnosis of adenomyosis.
Diagnostic laparoscopy is recommended, if GI, GU and myofascial and neuropathic causes are ruled out or treated and the results of the psychological evaluation are negative.
Treatment
Success in treating women with CPP is greatly facilitated by earning their trust and confidence.
To decide on the best therapeutic plan for an individual patient, the physician and patient should have a thorough discussion of her preferences and values regarding testing, medical versus surgical treatment and childbearing plans. For many patients, the optimal approach involves a combination of treatments.
The following therapeutic plans/modalities are available: • Empiric trial of therapy based on diagnostic probabilities.
• Intensive diagnostic evaluation followed by targeted therapy.
• Nonspecific analgesia.
Empiric trial of therapy based on diagnostic probabilities: In these approach, sequential drug treatments for disorders that are the most likely causes of the patient's CPP are prescribed. Endometriosis is the most common gynecological cause of CPP. If the diagnostic impression is most consistent with endometriosis after a complete initial evaluation, then most If the combination of NSAIDs and continuous OCs is unsuccessful after 2 to 3 months, then second line agents should be tried.
• Continuous progestin treatments that have shown efficacy in randomized clinical trials include.
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• Medroxyprogesterone acetate (initially at 10 mg daily and may increase up to 50 mg orally daily depending on tolerance).
• Norethindrone acetate (initially at 2.5 mg orally daily and may increase to 30 mg orally daily).
• Subcutaneous depo-medroxyprogesterone acetate, 104 mg every 3 months.
• A levonorgestrel-releasing intrauterine system-in a randomized clinical trial, this device reduced pelvic pain in women with endometriosis with similar success as a GnRH agonist.
• GnRH agonist (e.g. leuprolide acetate 3.75 mg intramuscularly every 4 weeks 14 or 11.25 mg intramuscularly every 12 weeks).
• Danazol 200 to 400 mg/day total divided into two doses.
The dose may be increased to a total dose of 800 mg/day to achieve amenorrhea and rapid response to painful symptoms. Surgical evaluation and treatment via laparoscopy is the next option, if empiric medical interventions are not successful. Surgery can be performed instead of empiric medical therapy, if the patient prefers and should be the initial approach, if a pelvic mass is detected (to exclude neoplasia).
Targeted treatments: Targeted therapy is appropriate if a specific diagnosis has been made.
Therapeutic options are briefly summarized below: Chronic pelvic inflammatory disease: Women with a prior history of pelvic inflammatory disease are at significant risk for subsequent CPP. If ongoing or subclinical infection is suspected, antibiotic treatment should be initiated. However, there is no high-quality evidence of efficacy of empiric antibiotic treatment. Standard broad-spectrum antibiotics targeting Gram positive and negative organisms are normally recommended.
Similarly, there are no high quality clinical trials of surgical treatment for CPP after pelvic inflammatory disease. In the absence of good data, such surgical approaches must be weighed carefully against the short-and long-term potential risks.
Pelvic congestion syndrome: Although this diagnosis remains controversial, there is evidence that some women with pelvic varicosities and venous stasis, as demonstrated by pelvic venography, have associated CPP. 15 Two randomized clinical trials suggest that medical treatment with gonadotropin-releasing hormone agonists or synthetic progestins effectively decrease pain associated with pelvic congestion: 16 Other treatments for pelvic congestion syndrome which have not been subjected to randomized clinical trials include the following:
• Hysterectomy and bilateral salpingo-oophorectomy 17 • Embolization of the ovarian veins with or without the internal iliac veins 18 • Sclerotherapy 19 • Surgical ligation of the ovarian veins. 20 Efficacy of these treatments is supported only by observational data and case reports. For embolization, such studies have reported technical success rates of 89 to 97% and clinical success rates of 74 to 89% over a follow-up period of up to 5 years. 21 Adenomyosis: Hysterectomy is the treatment of choice for women with significant symptoms from adenomyosis. There is anecdotal evidence that gonadotropin-releasing hormone agonist treatment or insertion of a levonorgestrel-releasing intrauterine device may be effective treatments, but clinical studies are needed.
Ovarian remnant syndrome, retained ovary syndrome: Initial medical treatment with high-dose progestins or oral contraceptives usually provides good results. Pain relief can also be achieved with GnRH agonists but long-term therapy is impractical. Removal of the remnant ovarian tissue is necessary for treatment, and the corrective surgery tends to be arduous. Clomiphene citrate can be used 7 to 10 days before surgery to induce folliculogenesis, allowing ovarian tissue to be more easily detected.
Leiomyoma: Removal or reduction in size of leiomyomas can relieve chronic pressure symptoms. Chronic pelvic pain is an uncommon manifestation of leiomyomas, thus, treatment of these tumors for relief of chronic pain is not usually indicated. Treatment recommendations for management of uterine leiomyomas are primarily based upon outcomes described in nonrandomized, and often uncontrolled, reports. Choice of treatment modality is based upon the size and location of the leiomyomas, types of leiomyoma-related symptoms, age of the patient and patient preference (desire for uterine conservation versus definitive therapy).
Vulvar pain, dyspareunia: Although therapeutic options remain limited and require a multidisciplinary pain management approach with psychological and physiotherapy input. These can be treated effectively with physiotherapy, streatching exercises and even botulinum toxin, though in the latter case the evidence is variable.
Dysmenorrhea: Reassurance and an explanation of the cause of dysmenorrhea are usually helpful, together with the use of simple analgesics, followed by nonsteroidal antiinflammatory drugs (NSAIDs), 22 which are particularly helpful if they are started before the onset of each menstrual cycle. NSAIDs are effective in dysmenorrhea, probably because of their effects on prostaglandin synthetase.
Suppression of ovulation using oral contraceptive tablets (either combined or progesterone only) or the use of a levonorgestrel intrauterine device reduces dysmenorrhea dramatically in most cases and may be used as a therapeutic test.
Adhesions: The best available evidence showed adhesiolysis is not effective for relieving chronic pain in most women with CPP or chronic abdominal pain, although observational studies have suggested efficacy. This conclusion was supported by randomized controlled trials. 23 Irritable bowel syndrome: Modifications in diet, behavioral changes, medications and psychotherapy are utilized alone or in combination, based on the severity of symptoms.
Interstitial cystitis/painful bladder syndrome: There is no definitive cure for IC/BPS, remission can be achieved by multidisciplinary therapy. First line treatment are preliminary behavioral modification, such as bladder training and stress management, cognitive-behavioral therapy, dietary modifications or restriction of acidic, spicy and fermented foods and pelvic floor muscle physical therapy. Urinary alkalinization can be useful. TCAs have been efficacious. Oral pentosan polysulfate sodium (PPS) is the only US food and Drug Administration (FDA) approved oral therapy for IC and is modestly beneficial.
Intravesical therapy with a mixture of lidocaine, bicarbonate and heparin instilled three times a week for 3 weeks. Dimethyl sulfoxide (DMSO) 50% used intravesical showed significant symptomatic relief. Sacral neuromodulation is an invasive, yet promising, technique under investigation for treatment of refractory IC. 24 Myofascial pain syndrome (trigger point pain): Although abdominal and pelvic myofascial pain and focal tender points consistent with trigger points are often noted in patients with CPP.
The approaches that we think are most effective for myofascial pain include the following:
• Physical therapy: Icing, moist heat, stretching, massage, ultrasound, transcutaneous electrical stimulation, galvanic muscle stimulation and biofeedback are the mainstay of treatment. Sustained pressure with adequate force to a trigger point for a specified period can inactivate the irritable nerve.
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• Trigger point injections: The dose is 1 to 5 ml of a local anesthetic (e.g. 1% lidocaine or 0.25% bupivacaine) at each trigger point, with or without glucocorticoid (e.g. triamcinolone 10 to 40 mg per trigger point).
• Local anesthetic patches: Efficacy of a 5% lidocaine patch at the area of trigger point pain has been supported by at least one placebo-controlled randomized trial.
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• Acupuncture: Direct needle insertion at the site of myofascial pain may be of some benefit. The authors concluded that most of the therapeutic response after acupuncture is due to placebo effects.
Mental health issues: Mental health issues should be addressed and managed, as appropriate.
Depression is common in women with CPP and warrants treatment. However, data regarding the efficacy of antidepressants in the treatment of pain in CPP are limited.
Somatization disorder: Cognitive behavioral therapy (CBT) is the best established treatment for a variety of somatoform disorders, including somatization disorder. 27 The use of antidepressants is preliminary but does not yet show conclusive evidence. Electroconvulsive shock therapy has been used in treating somatization disorders among the elderly; however, the results are still debatable with some concerns around the side effects of using ECT.
Post-traumatic stress disorders (PTSD): Psychobiological treatments target biological changes that occur after a traumatic event. They also attempt to chemically alter learning or memory formation. Psychobiological treatments are found to be of success, especially with cortisol. The psychotherapy programs with the strongest demonstrated efficacy include cognitive behavioral programs, variants of exposure therapy, stress inoculation training (SIT), variants of cognitive therapy (CT), eye movement desensitization and reprocessing (EMDR), and many combinations of these procedures. 28 A variety of medications have shown adjunctive benefit in reducing PTSD symptoms, but there is no clear drug treatment for PTSD.
Substance use disorder: Treatment usually involve planning for specific ways to avoid the addictive stimulus, and therapeutic interventions intended to help a client learn healthier ways to find satisfaction. Clinical leaders in recent years have attempted to tailor intervention approaches to specific influences that affect addictive behavior, using therapeutic interviews in an effort to disorder factors that led a person to embrace unhealthy, addictive sources of pleasure or relief from pain.
Nonspecific treatments: For patients who fail or have an inadequate response to targeted treatments or when no specific diagnosis can be made, nonspecific treatment may be initiated, i.e. directed to pain relief without regard to etiology. Such therapies may be pharmacological, surgical, psychological or neurological (nerve blocks or neurodestructive procedures).
Heat therapy: Heat can be useful, especially for musculoskeletal pain. Heat acts as an analgesic in part by increasing blood flow and decreasing joint stiffness. It also may induce a state of mental relaxation.
Drugs: Some patients with CPP have features of neuropathic pain. Neuropathic pain can be treated with lowdose amitriptyline, nortriptyline, gabapentin or narcotics.
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Hysterectomy: There are no randomized controlled trials evaluating the efficacy of hysterectomy in the treatment of CPP. Both prospective and retrospective cohort studies suggest that hysterectomy significantly relieves or eliminates CPP in 78 to 96% of women. 30 Hysterectomy is not a good choice for the management of CPP in women who have not completed their family.
Nerve transection procedures: There are few high quality clinical trials examining the efficacy of nerve transection procedures for the treatment of CPP. Laparoscopic uterosacral nerve ablation (LUNA) and presacral neurectomy (PSN) are the procedures studied most intensively. Limited data suggest that LUNA is not a useful approach to the treatment of CPP, and that PSN may be modestly effective, but the success of the procedure may depend, in part, on the experience of the surgeon.
Lapacosopic presacral neurectomy (LPSN) appeared to be more effective than LUNA, although data were limited to one small randomized trial. In this trial, patients undergoing LPSN were significantly more likely to have relief of primary dysmenorrhea at 12 months than those who underwent LUNA.
Observational series have shown that success rates declined rapidly over time (years), possibly due to regrowth of nerves or pain signals being transferred via alternative routes. 31 In summary, there is evidence that LUNA is not effective in the treatment of CPP, and more evidence is needed before LPSN can be recommended for treatment of CPP.
Sacral nerve root neuromodulation:
In general, neuromodulation for CPP has not been well-studied. Sacral nerve root neuromodulation for bladder-related symptoms and pain is the best studied technique, but all trials are observational.
There is some information on laparoscopic intraabdominal placement of a neuroprosthesis for CPP, but this work is still early in development and has not been widely used. 32 Multidisciplinary approach: Although there is an opinion that treatment in a multispecialty pain practice prior to surgery is beneficial, this has not been as well studied in CPP as in other types of chronic pain. Pain services can develop a multimodal treatment plan that includes many of the treatments discussed above (e.g. drugs, trigger point injections) as well as:
• Psychological counseling • Acupuncture • Behavioral and relaxation feedback therapies • Transcutaneous electrical nerve stimulation • Implantable nerve stimulation devices.
Recommendations as opined by American College of Obstetricians and Gynecologists are shown in Table 3 .
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CONCLUSION
The gastrointestinal and urinary tracts are the organ systems most often affected by disorders causing chronic pelvic pain which is quite annoying to the patient and equally annoying to the physician. Endometriosis is the most common gynecological cause of CPP. The goal in evaluating the chronic pelvic pain is to identify tender areas, correlate these areas with the patient's pain map. The use of laparoscopic in women with CPP should be individualized. Choosing the best treatment plan for chronic pelvic pain is based upon shared decision making by the clinician and the patient. A combination of the treatments may be the optimal approach. Multimodal therapy (medical, surgical and behavioral/mental health therapy along with pain consultation) is more effective than treatments that emphasize a single approach.
